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(57) ABSTRACT

Methods for optimal breast reconstruction are disclosed. The
methods include steps for performing a mastectomy that
preserves a breast skin envelope. A prosthesis may be
inserted into the breast and may be inflated to preserve the
shape of the breast skin envelope. The prosthesis may
include, a base, a balloon coupled to the base, where the
balloon may be inflated to preserve the shape of the breast
skin envelope. The prosthesis may also include tube coupled
to port for filling the balloon to a predetermined volume. A
needle-lock system, coupled to the port may be used to
inject, for example, fluids into the balloon. If a patient
requires post-mastectomy radiation, breast reconstruction
may be delayed and the prosthesis may remain in the breast
cavity during the treatment. The treatment may be external
beam radiation. Alternatively, the treatment may include
brachytherapy technique for treating the internal breast
cavity.

19 Claims, 24 Drawing Sheets
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METHODS AND SYSTEMS FOR BREAST
RECONSTRUCTION

CROSS-REFERENCE TO RELATED
APPLICATIONS

This application is a continuation of U.S. patent applica-
tion Ser. No. 13/220,426, filed Aug. 29, 2011, entitled
“Methods and Systems for Breast Reconstruction”, which is
a continuation of U.S. patent application Ser. No. 12/063,
403 filed Jul. 9, 2008, now U.S. Pat. No. 8,080,057, issued
Dec. 20, 2011, entitled “Methods and Devices For Breast
Reconstruction”, which is a U.S. National Stage under 35
U.S.C. §371 of International Patent Application No. PCT/
US2006/031091, filed Aug. 9, 2006, which claims priority to
U.S. Provisional Patent Application No. 60/706,543 filed
Aug. 9, 2005, and U.S. Provisional Patent Application No.
60/737,657 filed Nov. 17, 2005, all of which are hereby
incorporated in their entirety.

STATEMENT REGARDING FEDERALLY
SPONSORED RESEARCH DEVELOPMENT

Not applicable
BACKGROUND OF THE INVENTION

1. Field of the Invention

The present invention relates to breast reconstruction,
more particularly, to techniques for preserving the breast
skin envelope for breast reconstruction.

2. Description of Related Art

For breast cancer patients who undergo mastectomies and
desire breast reconstruction, reconstructive surgery gener-
ally occurs soon after the mastectomy, if not immediately
after the mastectomy, to permit the best aesthetic outcomes.
For patients with early-stage breast cancer, either stage 1 or
stage 2 breast cancer, immediate reconstruction is feasible
because these patients do not generally require post-opera-
tive radiation therapy. However, if the need for post-mas-
tectomy treatment arises after the breast is reconstructed, the
patient may be at an increased risk for complications, such
as adverse aesthetic results and inhomogeneous radiation
delivery. For example, as noted in many trials, survival
advantages with post-mastectomy treatment occur when the
internal mammary nodes are included within the radiation
fields. To treat these internal mammary nodes while mini-
mizing the dose to the heart and lungs, a separate electron
beam on the medial chest wall is required to match the
laterally placed opposed tangent fields. However, the slop-
ing contour of a reconstructed breast leads to an imprecise
geometric matching of the fields, and thus results in either
exclusion of treatment to the internal mammary nodes
and/or increased radiation of normal tissues. Additionally,
the radiation may increase the chances of capsular contrac-
ture with an implant-based reconstruction, which can distort
the appearance of the reconstructed breast and cause chronic
chest wall pain and tightness among other issues. Autolo-
gous tissue can also be adversely affected by radiation
treatments resulting in the necrosis of tissue that can result
in complications and asymmetry with the constructed breast.
Any surgical revisions to a radiated breast reconstruction
can be unpredictable and cause multiple complications, as
well as require multiple steps.

In recent trials, such as Danish and Vancouver Trials,
results show that for patients with early-stage breast cancer,
post-mastectomy radiation therapy in addition to chemo-
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therapy reduces the rate of locoregional recurrences and
increases survival rates. Unfortunately, the need for post-
mastectomy radiation therapy cannot be reliably determined
at the time of a mastectomy. Pathology analysis of the
mastectomy specimen and nodal tissue on permanent sec-
tions removed during a mastectomy is performed before a
decision of whether a patient needs post-operative treat-
ments can be made, with results taking upwards of a week
to return. This delay may cause reconstruction to be pushed
back, affecting aesthetic outcomes for reconstruction. For
example, for standard delayed reconstruction, if the breast
skin is not completely removed, any remaining skin may be
undesirable because the skin malleability or elasticity dete-
riorates during the waiting period and/or during any post-
operative therapy. Any subsequent reconstruction will be
less than desirable, causing physical, emotional, and physi-
ological distress to the patient.

Currently, different devices are being used to prepare the
breast area for a permanent implant. One example is a tissue
expander, which typically includes a bladder or envelope
that will hold a liquid such as saline. The tissue expander can
be used to stretch any skin remaining from the mastectomy
to a larger dimension, particularly to a dimension that can
accommodate the breast implant. In order to stretch the skin,
after the mastectomy, the tissue expander is implanted under
tissue, such as under the muscles below a surgically
removed breast. Prior to the placement of the permanent
breast implant, a small amount of saline is added to the
envelope periodically until a desired size is reached. Typi-
cally, by adding the liquid slowly over a period of weeks or
months, the covering tissue is allowed to expand to accom-
modate the liquid. Alternatively, the bladder may be com-
pletely filled intraoperatively.

One problem with using tissue expanders after a mastec-
tomy is the stretching of the tissue and/or the skin. Due to
the removal of most tissue and/or skin in the breast area
during the mastectomy, any remaining tissue and/or the skin
can be stretched thin enough that damages such as tearing or
protrusion of the tissue expander and/or an implant through
the skin can occur. The surface, therefore, becomes too
delicate and hard to work with during reconstruction.

If pathology results show that a patient requires post-
mastectomy radiation therapy and/or chemotherapy, the
tissue expanders may need to be removed to optimize
treatment. For example, among other issues, if the inflated
tissue expander remains on the chest wall, the tissue
expander may deflect radiation beams, causing an inhomo-
geneous radiation field that exposes areas not needing
therapy or not treating the regions that require treatment.
Also, the tissue expander may be damaged due to the
radiation beam, and thus may leak or otherwise lead to
undesirable results. Subsequently, the tissue expander may
need to be removed in order to proceed with post-mastec-
tomy therapy (i.e., radiation therapy).

Alternatively, if a patient requires post-mastectomy radia-
tion therapy, the liquid in the tissue expander may be
removed prior to the treatment. This method cuts down the
recovery time for the patient and may avoid delays in the
start of post-mastectomy therapies. Generally, to deflate the
tissue expander, a needle is inserted into a metal port
integrated into the envelope of the tissue expander to draw
out the liquid. However, there are complications caused by
the metal port used to fill and drain the envelope. If a patient
requires post-mastectomy radiation therapy and the tissue
expander remains in the patient, the metal port can deflect
the radiation beam, resulting in an inhomogeneous radiation
field. Areas not needing radiation therapy may be exposed
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and can cause more harm to the patient, and areas needing
treatment may not receive the radiation.

Another problem associated with current tissue expanders
is when they are deflated, the bladder of the tissue expander
curls in at the edges, creating a cupped profile. These cupped
edges can deflect radiation beams. These edges may also
cause pressure to the overlying skin and cause the skin to
become irritated and/or cause the tissue expander to become
exposed or protrude through the skin. Further, the backward
pressure created by the expansion can push against the chest
wall, creating a concave deformity on the surface on the
chest wall. This can result in discomfort to the patient,
including, but not limited to, pain and breathing problems.
Upon reconstruction, the concave nature of the chest wall
can create aesthetic problems, e.g., requiring more tissue to
fill the space. This problem may create an unnatural breast
shape and asymmetry with the contralateral breast.

Other problems associated with current tissue expanders
include the deficiencies of removing fluids that collect at the
expander after removal of the surgical drain, such as, for
example, seroma fluids collecting at or around the breast
region. Generally, patients would be required to undergo
needle drainage and the use of an external catheter. The
insertion of the needle may require radiographic imaging to
avoid inadvertent puncturing of the expander. Additionally,
the long-term use of the drainage catheter may cause a great
risk of infection to the patient. As such, the inadvertent
collection of peri-expander fluid in the breast and axillary
area can be costly, cause significant complications, and can
be inconvenient for the patient.

Any shortcoming mentioned above is not intended to be
exhaustive, but rather is among many that tends to impair the
effectiveness of previously known techniques for breast
reconstruction; however, shortcomings mentioned here are
sufficient to demonstrate that the methodologies appearing
in the art have not been satisfactory and that a significant
need exists for the techniques described and claimed in this
disclosure.

SUMMARY OF THE INVENTION

The present disclosure provides methods and apparatuses
for optimizing breast reconstruction for breast cancer
patients or patients who undergo preventive mastectomies.
The present disclosure provides a prosthesis that can be used
to preserve the breast skin envelope and natural landmarks
of the breast during a time period between the mastectomy
and the definitive breast reconstruction for determining if
any post-mastectomy therapy treatment is needed. Alterna-
tively, the present disclosure provides a prosthesis that can
be used to preserve the breast skin envelope and natural
landmarks of the breast during a time period between the
mastectomy and the definitive breast reconstruction for a
patient to recovery from the mastectomy.

Additionally, the present disclosure provides methods and
apparatuses that can optimize radiation treatments for
patients who require post-mastectomy radiation therapy. In
one embodiment, the prosthesis disclosed can remain in the
breast cavity during conventional external beam radiation
techniques. Alternatively, the prosthesis may be used to
provide internal radiation techniques.

In one respect, a method is provided. The method involves
performing a mastectomy on a breast and preserving a breast
skin envelope. The mastectomy may be performed on
patients with stage-1 or stage-I1 breast cancer. The mastec-
tomy may be performed on patients with stage-III or stage-
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IV breast cancer. Alternatively, the mastectomy may be
performed on patients undergoing preventive mastectomies.

The method also includes removing a tissue sample,
including, but not limited to, breast and nodal tissues, during
the mastectomy for pathology analysis. The analysis may
determine if post-mastectomy therapy, such as chemo-
therapy or radiation therapy is needed. During the analysis
of the tissue sample, a breast skin preserver may be inserted
into the breast and inflated. The preserver may be inflated
with a liquid, gas, air, radiation material including liquid
radiation material, soluble gases, dissolvable liquids or other
radioisotopes that may be used for internal radiation treat-
ment to a volume for preserving the breast skin envelope
until at least the final results of the pathology reports are
known.

In some respects, the preserver may include: a base
structure configured to collapse during the inflation of the
preserver, a balloon coupled to the base, where the balloon
is inflated to a volume for preserving the breast skin enve-
lope, an instillation/evacuation tube coupled to the balloon
for inflating the balloon, and an instillation/evacuation port
coupled to the instillation/evacuation tube In one embodi-
ment, a needle locking system may be also be provided and
may be used to access the instillation/evacuation port exter-
nally, where the port may be located underneath the skin.

Upon receiving results from the pathology analysis, the
method includes a step for determining a time for breast
reconstruction based on the pathology analysis. In some
respects, the pathology report may recommend that a patient
does not require post-mastectomy radiation treatment, and
therefore, definitive breast reconstruction may be scheduled
after the patient heals from the mastectomy surgery. In other
respects, the pathology analysis may recommend the patient
undergo post-mastectomy therapy, including, without limi-
tation, chemotherapy and/or radiation therapy. As such, the
breast reconstruction may be delayed until after the treat-
ment is completed.

In one respect, prior to administering the post-mastec-
tomy therapy, the preserver may be deflated. Alternatively,
the preserver may remain inflated and a radioactive source
may be provided to the preserver. The radioactive source
may include, for example, at least one brachycatheter rod
that emits radiation fields (i.e., limited field radiation
therapy) to treat the chest wall underlying the skin preserver
and nodal basins (e.g., axillary nodal basin and the like).
Alternatively, the radioactive source may be a radioactive
seed, delivered by, for example, a computer through a port
of the prosthesis. The seed may be delivered to the base of
the prosthesis or into an inflated or deflated balloon of the
prosthesis.

In other respects, the step of administering the post-
mastectomy therapy includes using at least brachycatheter
rod emitting radiation fields internally and an external beam
radiation technique to treat the skin and other nodal basin,
via a radiation brassiere worn by a patient. The prosthesis
may remain inflated for this embodiment. Alternatively, the
prosthesis may be deflated.

In other respects, a method including performing a mas-
tectomy on a breast and preserving a breast skin envelope
may be provided. From the mastectomy, a tissue sample,
including, but not limited to, breast and nodal tissues, may
be removed for pathology analysis. A preserver may be
inserted into the breast and inflated to a volume for preserv-
ing the breast skin envelope as well as other landmarks of
the breast.

In one embodiment, the preserver includes, among other
features, a base, a balloon coupled to the base, where the
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balloon is inflated to the volume for preserving the breast
skin envelope, at least one instillation/evacuation tube
coupled to the balloon for inflating/deflating the balloon, an
instillation/evacuation port coupled to the instillation/evacu-
ation tube, and a needle locking system coupled to the port.
In one embodiment, the needle locking system may be used
to access the port externally, where the port may be located
underneath the skin.

Upon receiving results from the pathology, analysis
requiring post-mastectomy cancer therapy treatment, the
preserver may be deflated. Alternatively, the preserver
remains inflated and at least one brachycatheter rod may be
inserted into the base structure of the preserver. The at least
one brachycatheter rod can administer internal radiation to
treat, for example, the chest wall and axillary nodal basins.

In some embodiments, a combination of an external beam
radiation and internal radiation via the at least one brachy-
catheter rod may be used. The combination radiation treat-
ment may treat, for example, the breast skin, the chest wall,
and internal nodal basins. Alternatively, only an external
beam radiation may be administered.

After the step of administering a post-mastectomy treat-
ment, the patient may undergo a breast reconstruction. Such
steps including, without limitation, reinflating the prosthesis
if the preserver was deflated for the treatment and removing
the preserver prior to the breast reconstruction may be
performed.

In other respects, a method for treating cancer in the chest
area is provided. The method includes inserting a breast skin
preserver into the breast and inflating the breast skin pre-
server. The preserver may be inflated to a volume for
preserving the breast skin envelope until at least the final
results of the pathology reports are known. The preserver
may also be used to treat the internal chest area. The
preserver may include: a base structure, a balloon coupled to
the base, where the balloon is inflated to the volume for
preserving the breast skin envelope, an instillation/evacua-
tion tube coupled to the balloon for inflating the balloon, an
instillation/evacuation port coupled to the instillation/evacu-
ation tube, and a needle locking system coupled to the
instillation/evacuation port. In one embodiment, the needle
locking system may be used to access the port externally,
where the instillation/evacuation port may be located under-
neath the skin.

The method also includes using a radiation brassiere to
treat the external chest area. In one respect, the radiation
brassiere may be used for patients who have undergone
surgery. Alternatively, the radiation brassiere may be used
for non-surgical patients. The radiation brassiere may
include a plurality of panels adapted to receive radiation
rods, the rods administering radiation treatment.

The term “prosthesis” or “preserver” as defined and used
in this disclosure refers to a device that may be implanted
into a patient, where the prosthesis/preserver may preserve
the breast skin envelope, the breast dimensions, and other
natural landmarks of the breast. In one respect, the prosthe-
sis or preserver may be used to maintain the breast skin
envelope and natural landmarks of the breast after a mas-
tectomy and prior to breast reconstruction surgery (with or
without post-mastectomy radiation therapy). Alternatively,
the prosthesis or preserver may be used for patients with
partial or breast defects or no surgical breast defects. The
term prosthesis and preserver may be used interchangeably
throughout the disclosure.

The terms “a” and “an” are defined as one or more unless
this disclosure explicitly requires otherwise.
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The term “substantially” or “about™ and its variations are
defined as being largely but not necessarily wholly what is
specified as understood by one of ordinary skill in the art,
and in one non-limiting embodiment the term substantially
refers to ranges within 10%, preferably within 5%, more
preferably within 1%, and most preferably within 0.5% of
what is specified.

The terms “comprise” (and any form of comprise, such as
“comprises” and “comprising”), “have” (and any form of
have, such as “has” and “having”), “include” (and any form
of include, such as “includes” and “including”) and “con-
tain” (and any form of contain, such as “contains” and
“containing”) are openended linking verbs. As a result, a
method or device that “comprises,” “has,” “includes” or
“contains” one or more steps or elements possesses those
one or more steps or elements, but is not limited to possess-
ing only those one or more elements. Likewise, a step of a
method or an element of a device that “comprises,” “has,”
“includes” or “contains” one or more features possesses
those one or more features, but is not limited to possessing
only those one or more features. Furthermore, a device or
structure that is configured in a certain way is configured in
at least that way, but may also be configured in ways that are
not listed.

The term “coupled,” as used herein, is defined as con-
nected, although not necessarily directly, and not necessarily
mechanically.

Other features and associated advantages will become
apparent with reference to the following detailed description
of specific embodiments in connection with the accompa-
nying drawings.

BRIEF DESCRIPTION OF THE DRAWINGS

The following drawings form part of the present specifi-
cation and are included to further demonstrate certain
aspects of the present invention. The figures are examples
only. They do not limit the scope of the invention.

FIG. 1 is a flowchart showing steps of a method for
delayed-immediate breast reconstruction, in accordance
with embodiments of this disclosure.

FIG. 2 is a flowchart showing steps of a method for
delayed-immediate breast reconstruction, in accordance
with embodiments of this disclosure.

FIG. 3 is a flowchart showing steps of a method for
delayed-delayed breast reconstruction, in accordance with
embodiments of this disclosure.

FIG. 4 is a flowchart showing steps of a method for
delayed-delayed breast reconstruction, in accordance with
embodiments of this disclosure.

FIGS. 5A and 5B show an illustration of inflated external
beam irradiation prosthesis and a brachycatheter radiation
prosthesis, respectively, inserted into a breast cavity, in
accordance with embodiments of this disclosure.

FIG. 6A is cross-sectional view of a deflated prosthesis, in
accordance with embodiments of this disclosure.

FIG. 6B is cross-sectional view of an inflated prosthesis,
in accordance with embodiments of this disclosure.

FIG. 6C is side profile view of an inflated prosthesis, in
accordance with embodiments of this disclosure.

FIG. 7 is cross-sectional view of an external irradiation
prosthesis including a plurality of ports, in accordance with
embodiments of this disclosure.

FIGS. 8A-8C show the input and output tubes of a
prosthesis for inflating and deflating the prosthesis, in accor-
dance with embodiments of this disclosure.
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FIG. 9 shows a built-in drainage system, in accordance
with embodiments of this disclosure.

FIG. 10A shows a port of a prosthesis, in accordance with
embodiments of this disclosure.

FIG. 10B shows a plurality of needles for a needle locking
system that can be used with the port of FIG. 10A, in
accordance with embodiments of this disclosure.

FIG. 11A shows a 3-port and connection design, in
accordance with embodiments of this disclosure.

FIG. 11B shows a 2-port and connection design, in
accordance with embodiments of this disclosure.

FIG. 12 shows a port and connection, in accordance with
embodiments of this disclosure.

FIGS. 13A and 3B show a syringe-loaded unclogger, in
accordance with embodiments of this disclosure.

FIG. 14A shows a gravity drainage system, in accordance
with embodiments of this disclosure.

FIG. 14B shows a flat suction bulb drainage system, in
accordance with embodiments of this disclosure.

FIG. 15 shows a battery operated vacuum drainage sys-
tem, in accordance with embodiments of this disclosure.

FIG. 16 shows a suction-tunneler device, in accordance
with embodiments of this disclosure.

FIG. 17 shows a rapid fluid filler/evacuator used to
inflate/deflate the prosthesis, in accordance with embodi-
ments of this disclosure.

FIG. 18 is cross-sectional view of a brachytherapy irra-
diation prosthesis including a plurality of ports, in accor-
dance with embodiments of this disclosure.

FIG. 19A is a front view of a single unit brassiere, in
accordance with embodiments of this disclosure.

FIG. 19B is a front view of a treatment zones of the
brassiere of FIG. 19A, in accordance with embodiments of
this disclosure.

FIGS. 20A through 20D show cross-sections of a radia-
tion brassiere, in accordance with embodiments of this
disclosure.

FIG. 21 shows a brassiere and a brachytherapy prosthesis,
in accordance with embodiments of this disclosure.

FIG. 22 shows a lateral view of a radiation brassiere, in
accordance with embodiments of this disclosure.

FIG. 23 show a technique for fitting a patient for a
prosthesis and/or brassiere, in accordance with embodiments
of this disclosure.

FIG. 24 shows a method flow chart for radiation delivery,
in accordance with embodiments of this disclosure.

FIG. 25 shows a method flow chart for post mastectomy
radiation treatment, in accordance with embodiments of this
disclosure.

DESCRIPTION OF ILLUSTRATIVE
EMBODIMENTS

The present disclosure provides techniques for breast
reconstruction in patients who go through at least one
mastectomy due to the presence of breast cancer and/or
patients who go through at least one preventive mastectomy
due to elevated risks to develop breast cancer. By using the
disclosed prosthesis and/or radiation brassiere, which pre-
serves the shape and form of the breast skin envelope after
a skin-sparing mastectomy and which does not substantially
interfere with any post-operative therapies, patients can
obtain a more natural, aesthetically pleasing outcome after
breast reconstruction surgery. Additionally, the prosthesis
provides for optimal radiation treatments for patients requir-
ing post-mastectomy treatments.
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In particular, the present disclosure provides techniques
for preserving the breast skin and other natural landmarks of
a breast after a mastectomy and prior to a definitive recon-
structive surgery. Between the time of the mastectomy and
reconstructive surgery, the method may include a post-
mastectomy treatment and/or may include time for a patient
to heal from the mastectomy.

In one respect, a prosthesis, such as the external beam
prosthesis or the brachytherapy prosthesis may be inserted
into a breast. The prosthesis may be inflated up until for
example, post-mastectomy treatment (e.g., external or inter-
nal radiation treatments) or until a definitive reconstructive
surgery (with or without a post-mastectomy treatment).

Additionally, the present disclosure integrates the breast
reconstruction stage together with post-mastectomy radia-
tion treatments. For example, the present disclosure provides
a prosthesis that may be suitable with external beam radia-
tion techniques (e.g., external beam prosthesis). Similarly,
the present disclosure provides a prosthesis configured to
receive a radiation source (e.g., radiation rods, radioactive
seeds, radioactive liquids or gases, etc.) that may be
implanted into a patient for internal radiation treatment (e.g.,
brachytherapy prosthesis). Alternatively or in addition to the
above mentioned prosthesis, a radiation brassiere may be
used. The radiation brassiere may provide, amongst other
things, an external radiation treatment of the breast area for
patient requiring post-mastectomy treatments.

It is noted that the one of ordinary skill in the art would
recognize that the prosthesis and radiation brassiere may be
used independently from each other or in combination with
one another as well with other devices of the present
disclosure. For example, a patient may receive a prosthesis
used for to preserve the breast skin envelope and other
landmarks (delayed-immediate patients), or a prosthesis
with radiation ports for brachytherapy treatment may be
used, or a radiation bra. Alternatively, a patient may receive
a combination of the devices including, for example, a
prosthesis without radiation port (i.e., external beam pros-
thesis) and a radiation brassiere. Further, a patient may
receive a prosthesis with radiation port(s) for internal radia-
tion treatment as well as receive external beam radiation
(with or without a radiation brassiere).

In addition to discussing the techniques for breast recon-
struction using the disclosed prosthesis, the present disclo-
sure considers methods for patients with different stages of
breast cancer. In one embodiment, patients with advanced
stages of breast cancer, who were generally not candidates
for breast reconstruction, may now have the option for breast
reconstruction after post-mastectomy treatments. As such, in
some embodiments, methods for reconstruction are provided
for patients who undergo mastectomies and are required to
have post-mastectomy therapy, e.g., patients with stage-III
breast cancer or stage-IV breast cancer. Therefore, the
method discusses steps to prepare a field, e.g., the breast area
for a delayed reconstruction. This method is referred to as a
delayed-delayed breast reconstruction in this disclosure.

In other embodiments, methods for reconstruction are
provided for patients, who undergo mastectomies and are at
risk for post-mastectomy therapy, e.g., patients with stage-1
or stage-2 breast cancer. These patients may not know
whether they will require therapy until after the mastectomy
is performed and a pathology report is issued. This may be
due to the inability to identify things such as, but not limited
to, micrometastases, the size of an invasive tumor in breast
parenchyma, and the like. Therefore, the methods of the
present disclosure provide steps to prepare a field, e.g., the
breast area for a possible immediate breast reconstruction
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after pathology reports are available. In some embodiments,
the patient may require radiation therapy and as such, may
require reconstruction after the treatment is completed. This
method is referred to as a delayed-immediate breast recon-
struction in this disclosure.

Similarly, for patients who undergo a mastectomy due to
breast cancer in one breast and preventive mastectomy in the
other, the present disclosure discusses methods for a more
natural, aesthetically pleasing reconstruction. These patients
may be a delayed-immediate breast reconstruction candidate
or a delayed-delayed breast reconstruction candidate. The
process may depend on the type of breast cancer and/or the
risk level of a patient.

Delayed-Immediate Breast Reconstruction

For patients with carcinoma in-situ or early-stage breast
cancer (stage-1 or stage-2 breast cancer) who undergo
mastectomies, immediate reconstruction offers the best aes-
thetic outcome if post-mastectomy radiation is not required.
If post-mastectomy therapy may be required, delaying
definitive breast reconstruction can avoid aesthetic and
problems associated with radiation delivery that can occur
after an immediate breast reconstruction. Generally, post-
mastectomy radiation therapy recommendations do not
occur before or even during a mastectomy. Most recommen-
dations come after a review of permanent tissue samples,
which can take several weeks. As such, to optimize recon-
struction, a multiple step approach may be used, such as the
non-limiting example shown in FIGS. 1 and 2. In one
embodiment, a patient may undergo a skin-sparing mastec-
tomy where the breast skin envelope is substantially pre-
served (step 102). In order for the patient to recover from the
mastectomy and in order to determine if a patient requires
post-operative treatment, a prosthesis may be inserted to
substantially preserve the breast skin and landmarks of the
breast. In one embodiment, a prosthesis, which may be
deflated during the insertion into the breast cavity, may be
filled with a liquid intraoperatively or post-operatively such
that the 3-D shape of the breast skin envelope is maintained
(step 104). Particularly, the prosthesis may preserve the
shape and important landmarks of the breast, such as, but not
limited to, the inframammary fold of the breast until defini-
tive breast reconstruction is performed. The prosthesis is
discussed in further details below.

In step 106, depending on a result of a pathology report,
a patient may or may not be required to undergo post-
mastectomy radiation therapy. For patients that do not
require post-mastectomy radiation treatment, a definitive
breast reconstruction may be performed within several
weeks of the mastectomy using the preserved skin breast
envelope (step 108). This time frame may avoid any delays
in the start of adjuvant chemotherapy (if needed) and avoids
capsule formation (e.g., an internal scar around the prosthe-
sis) to retain the malleability of the breast skin envelope.

For patients who require radiation therapy, a series of
steps, such as steps 110, 112, 114, and 116 may be per-
formed. In one embodiment, the time period between the
mastectomy and the start of treatment allows for an internal
scar (capsule formation) to form around the prosthesis prior
to a possible step of deflation. The formation creates a large
space within the scar capsule prior to a possible step of
deflation, which allows for reinflation to occur after radia-
tion treatment despite the associated inflammatory effects of
radiation. In some embodiments, referring to step 110, the
fluid may be drained from the prosthesis, leaving a substan-
tially deflated prosthesis, which may rest flat against the
chest wall. The drainage of the fluids leaving may allow for
treatment of internal mammary lymph nodes without excess
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delivery of radiation beams to the heart and lungs. A deflated
prosthesis may also avoid an inhomogeneous dose distribu-
tion.

The prosthesis, which remains in the breast cavity during
radiation therapy (step 112), may maintain its structural
integrity during the therapy, and thus, may be used to
prepare the breast cavity for reconstructive surgery. Addi-
tionally, the prosthesis does not interfere with the treatment,
and thus, is more effective than conventional techniques. A
more detailed description of the prosthesis is discussed
below.

After radiation therapy is completed, the prosthesis may
be reinflated (step 114). In some embodiments, reinflation
occurs several weeks after radiation therapy has completed
to allow the resolution of any radiation induced skin desqua-
mation, which reduces the risk for infection. The reinflation
step may include gradually reinflating the prosthesis with a
fluid over a period of time. For example, approximately
every few weeks, a small amount of air, saline or other
suitable liquids may be added into the prosthesis, allowing
for the prosthesis to regain the domain of the breast cavity
achieved prior to deflation (step 110) and the start of
radiation treatment (step 112). After the reinflation time
period, the volume of the prosthesis is similar to or substan-
tially equal to the volume of the prosthesis during the
inflation step (step 104). Once the prosthesis is reinflated,
the patient may undergo definitive breast reconstruction
(step 116). In one embodiment, step 116 may include
removing the prosthesis. Once the prosthesis is removed,
techniques known in the art including, without limitation,
transverse rectus abdominis musculocutaneous (TRAM)
flaps, superior gluteal artery perforator (SGAP) flap, deep
inferior epigastric perforator (DIEP) flap, latissimus dorsi
(LD) flap plus implant, and the like may be used to recon-
struct the breast.

Alternatively, in other embodiments, a patient who
requires post-mastectomy radiation therapy in step 106 may
undergo a brachytherapy radiation process, as shown in FI1G.
2. Steps 102, 104, 106, and 108 are similar to those shown
in FIG. 1. In step 210, without deflating the prosthesis, at
least one brachytherapy may be administered. In one
respect, a radiation source such as, but not limited to, at least
one radiation rod may be inserted into sleeves built into the
prosthesis. The radiation rod(s), positioned on the chest wall
and axillary region may administer radiation emissions (step
212). In combination with the radiation rods, the radiation
therapy may also include external beam irradiation to the
skin and other nodal basins. Upon completion of step 212,
the radiation rods may be removed, and the patient may
move ahead to other treatments or reconstruction prior to the
removal of the prosthesis and may subsequently undergo a
definitive breast reconstruction (step 214).

It is noted that other radioactive sources (e.g., seed, liquid,
gaseous radioactive source) may be used in the brachy-
therapy radiation process. In some respect, the brachy-
therapy process may include more than one radioactive
source used in combination to treat the patient.
Delayed-Delayed Breast Reconstruction

Patients with stage-3 or stage4 breast cancer (large pri-
mary advanced breast cancer or locally advanced breast
cancer, LABC) generally have treatment recommendations
that include a mastectomy and a post-mastectomy radiation
therapy session. Up until now, these patients were not prime
candidates of radiation delivery with breast reconstruction.
This may be due to, among other issues, the problems
associated with the conventional implants, i.e., the integrity
of'the implant during the post-mastectomy radiation therapy,
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and/or the inability to reconstruct a natural-looking breast
due to the condition of the breast skin.

In addition, traditional mastectomy generally resects all
breast skin for stage III patients, requiring a definite, com-
plete 3 D reconstruction of the breast with significant
autologous tissue requirements. If a traditional expander is
placed after radiation therapy, certain complications can
arise such as infection, poor wound healing, and protrusion
of the implant through the breast skin. Further, adverse
radiation effects on autologous tissue reconstruction in these
patients may affect the final aesthetic results, leading to
unnatural breast shape and asymmetry compared to the
contralateral breast. This may lead to, among other issues,
psychological distresses to the patient, especially since most
autologous tissue can be lost and any revision surgery after
radiation therapy resulting in a poor aesthetic outcome.

Referring to FIG. 3, a method for optimizing treatment
and aesthetic outcomes from breast reconstruction for
patients with stage-3 breast cancer is shown. In one embodi-
ment, patients may undergo a skin-sparing mastectomy (step
302), post-mastectomy radiation therapy (step 308), and a
definitive breast reconstruction process (step 312). The
mastectomy may include, for example, a skin-preserving
mastectomy that retains the breast skin envelope.

In some embodiments, it may be necessary for a patient
to undergo neoadjuvant chemotherapy session (step 301)
prior to a mastectomy. The combination of the neoadjuvant
chemotherapy, mastectomy, and post-operative therapy may
further reduce the risk of recurrence as well as increase
survival rates. Upon completion of the neoadjuvant chemo-
therapy, a patient may undergo a skin-sparing mastectomy,
removing the breast tissue while preserving the breast skin
envelope (step 302).

After the mastectomy, a patient may be allowed time to
recover from the surgery. In some embodiments, the recov-
ery time may be a few weeks upwards to a few months. As
such, a prosthesis may be inserted into the breast cavity at
the time of the mastectomy to preserve the breast skin
envelope and other landmarks of the breast. In one embodi-
ment, a deflated prosthesis may be inserted into the breast
cavity (step 304). The prosthesis may then be inflated to a
volume that preserves the 3-D shape and landmarks of the
breast. In one embodiment, the prosthesis may be inflated in
a gradual manner over time until a desired volume is
achieved, i.e., post-operatively. Alternatively, the prosthesis
may be filled to the desired volume in one step, i.e.,
intraoperatively. Embodiments of the inflation process will
be discussed in more detail below.

When the patient is ready for radiation therapy, the
prosthesis may be deflated (step 306). In one embodiment,
if a fluid was used to inflate the prosthesis during step 304,
the fluid may be drained using a port coupled to the
prosthesis. Step 306 may continue until the prosthesis is
completely drained and lies substantially flat against the
chest wall. The deflation process of the prosthesis will be
discussed in more detail below with respect to the remote
port design and the external access to the prosthesis using a
needle-locking system of the prosthesis. Upon the deflation
of the prosthesis, a radiation therapy may be administered
(step 308). In one embodiment, the patient may undergo an
external beam irradiation technique or other radiation tech-
niques known in the art.

After the radiation therapy, the breast area may be pre-
pared for definitive reconstruction. In one embodiment, the
prosthesis may be reinflated (step 310). In one embodiment,
the prosthesis may be reinflated in a gradual manner, where
a small amount of fluid (e.g., saline, water, distilled water,
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etc.) may be added to the prosthesis over a period of time.
The prosthesis may be reinflated to a volume similar to or
substantially equal to the volume achieved in step 304. This
gradual inflation allows for the breast skin envelope to
regain the 3-D shape of the breast and aids the skin to adjust
to the volume.

Once the prosthesis is reinflated to a desired volume, the
patient may undergo definitive breast reconstruction (312).
In one embodiment, step 312 includes steps for removing the
prosthesis. Once the prosthesis is removed, techniques
known in the art including, without limitation, transverse
rectus abdominis musculocutaneous (TRAM) flaps, superior
gluteal artery perforator (SGAP) flap, deep inferior epigas-
tric perforator (DIEP) flap, latissimus dorsi (LD) flap plus
implant, and the like may be used to reconstruct the breast.

In some embodiments, the step of administering a radia-
tion therapy (e.g., step 308) may include an internal irra-
diation process. Referring to FIG. 4, techniques for a
delayed-delayed breast reconstruction is shown. steps 301,
302, and 304 are similar to the steps of FIG. 3. After the
patient has recovered from the mastectomy, or after the
administering of post-mastectomy chemotherapy, and/or
after the prosthesis has been inflated to a desired volume to
maintain the shape and landmarks of the breast, a radioactive
source, such as, but not limited to, radiation rods may be
inserted into tracks built-into the prosthesis (step 406). The
at least one brachycatheter rod may administer radiation
emissions (step 408). Upon completion of the radiation
therapy, the patient may undergo definitive breast recon-
struction and any intermediate steps prior to reconstruction,
including, without limitation, removing the brachycatheter
rod, waiting for the patient to recover from the radiation
therapy, administering other post-mastectomy treatments
such as chemotherapy, etc., as shown in step 410.

Alternatively, step 406 may include providing other radio-
active sources to the prosthesis. For example, a radioactive
seed, a radioactive conducting wire, liquid or gaseous radia-
tion sources may be used separately or in any combination
for a radiation therapy. In one respect, the radioactive
sources may be provided to tracks built-into the prosthesis.
In addition to or alternatively, the radioactive source(s) may
be provided to the inflated or deflated balloon of the pros-
thesis.

In other embodiments, step 408 may also include an
external beam irradiation in combination with the internal
irradiation technique. An external beam may irradiate the
skin area and other nodal basins while the at least one
brachycatheter rod integrated with the prosthesis delivers
radiation to, for example, the chest wall and axillary and
internal mammary nodal basins. Upon completion of the
radiation therapy, the patient may undergo intermediate
steps prior to reconstruction, including, without limitation,
removing the brachycatheter rod, waiting for the patient to
recover from the radiation therapy, administering of other
post-mastectomy treatments such as chemotherapy, etc. A
definitive breast reconstruction step may follow (step 410).
Preventive Mastectomies

For patients who are at high risk for breast cancer,
preventive mastectomies may reduce the chances of occur-
rence in the breast cavity. In some cases, a preventive
mastectomy can occur at the same time a breast with
abnormal cells is removed. For these patients, who may or
may not require post-mastectomy treatments, a delay in
reconstructing the breast from the preventive mastectomy
such that both breasts are reconstructed at the same time may
reduce the healing process and improve the aesthetic out-
come for the patient. For example, for patients with stage-1
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or stage-2 breast cancer, the determination of post-mastec-
tomy treatments may take weeks to determine. As such,
preserving the breast skin envelope of the breast removed
from the preventive mastectomy may be needed.

Alternatively, in other embodiments, the preventive mas-
tectomy may be performed at the time of a definitive
reconstruction of the breast removed due to abnormal cells.
This allows for the breast removed from the preventive
mastectomy to have immediate reconstruction, avoiding
unnecessary scarring in this breast.

In one embodiment, a prosthesis may be inserted into the
breast cavity of a breast removed for preventive measures.
Similar to the step 104 in FIGS. 1 and 2 or step 304 of FIG.
3, the prosthesis may be inflated to a volume such that the
3-D shape and landmarks of the breast are maintained. If a
patient does not require post-mastectomy treatment in the
breast with abnormal cells, both breasts may be prepared for
definitive reconstruction.

If a patient requires a post-mastectomy treatment, such as
radiation in the breast cavity with abnormal cells, the
prosthesis in the breast removed for preventive measures
may remain inflated. Alternatively, the prosthesis in the
breast removed for preventive measures may be deflated
(similar to step 110 of FIG. 1 or step 306 of FIG. 3) during
the duration of the post-mastectomy radiation. In this
embodiment, after the post-mastectomy radiation, the pros-
thesis may be reinflated, similar to step 114 of FIG. 1 or step
310 of FIG. 3. The prosthesis may be reinflated in a gradual
manner, where a predetermined amount of fluid may be
inserted into the prosthesis at a predetermined interval. The
insertion process may continue until the prosthesis attains a
volume similar to or substantially equal to the volume
achieved after the mastectomy and prior to the deflation step.
Alternatively, the prosthesis may be inflated by adding, in
one step, a fluid such that the volume of the prosthesis is to
or substantially equal to the volume achieved after the
mastectomy and prior to the deflation.

In other embodiments, patients who have a higher risk of
getting breast cancer due to, for example, genetics, the
removal of both breasts may reduce chances of occurrences.
In one embodiment, a prosthesis may be inserted into each
breast cavity after the mastectomy and inflated to maintain
the shape and landmarks of breast skin envelope. The
method allows for pathology analysis of the tissue sample to
be determined before a definitive strategy for breast recon-
struction to be decided.

Breast Skin Preserving Prosthesis

The prosthesis referred to in the flowcharts of FIGS. 1
through 4, is a breast preserving prosthesis that may preserve
the shape, form, dimensions, and natural landmarks of the
breast skin envelope after a skin-sparing mastectomy. The
use of the prosthesis to prepare the breast area may aid in
obtaining a more natural, aesthetically pleasing outcome
after breast reconstruction surgery.

Additionally, the prosthesis may maintain its structural
integrity during an irradiation process and may also not
interfere with post-operative therapy. For example, the pros-
thesis may be manufactured from materials that would not
deflect radiation beams. The prosthesis may also be manu-
factured in such a way that the materials would not degrade
from the exposure to the radiation beams and will allow
instillation of a radioactive material to treat surrounding
tissues.

For example, referring to FIGS. 5A and 5B, an external
beam prosthesis (500A) and a brachytherapy prosthesis
(500B) is shown, respectively, may be inserted into a breast
cavity after a mastectomy, and may be inflated to a volume
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that may preserve the 3-D shape, form, and landmarks of the
breast. In one embodiment, the volume of prosthesis S500A
or 500B may be an amount such that the breast is similar to
or substantially equal to the shape and size of the breast prior
to the mastectomy. Alternatively, the volume may be an
amount such that the breast is smaller or larger than the
breast prior to the mastectomy. External beam prosthesis
500A and brachytherapy prosthesis 500B are discussed in
further details below

In one embodiment, prosthesis 500A or 500B may be
inserted into a breast cavity and placed underneath the
pectoralis major muscle 602 in a deflated state and on the
chest wall 604, as shown in FIG. 6A (a cross section of
prosthesis 500A or 500B on a chest wall). Prosthesis 500A
or 500B may include base structure 502 coupled to balloon
504. In one embodiment, prosthesis S00A or 500B may
comprise an outer shell that may be soft, yet durable. The
flexible nature of the prosthesis avoids causing injury to the
chest wall 604 and/or the breast skin during insertion,
inflation, or reinflation, and during radiation. In other
embodiments, prosthesis S00A or 500B may also be manu-
factured from materials that may allow optimal penetration
of radiation beams, while avoiding divergence of the beam
fields that may result in an inhomogeneous dose distribution.

In addition, prosthesis 500A or 500B may be made of a
material that may maintain its structural integrity throughout
the various steps (e.g., steps shown in FIGS. 1, 2, 3, and 4).
For example, prosthesis 500A or 500B may be made of
materials that may not breakdown into different byproducts
that may lead to structural degradation.

When deflated, balloon 504 lies on base structure 502.
The profile of balloon 504 does not include cupped edges
and therefore, may not interfere with any potential post-
mastectomy radiation treatments and does not injure the
overlying skin, i.e., the prosthesis 500A or 500B does not
protrude or is exposed through the skin. Additionally, base
structure 502, may include a stable and spring-like frame-
work and may be extended in an upright manner to reduce
or substantially eliminate pressure on the chest wall 604
when balloon 504 is in an inflated state, preventing an
indention in the chest wall 604 of the patient.

In one embodiment, when the prosthesis is deflated, for
example, prior to radiation, the flexible, spring-like frame-
work of base 502 may allow the prosthesis to maintain its
structural integrity over contractile forces from radiation
beams, as shown in FIG. 6 A. Therefore, if the prosthesis was
reinflated after the radiation therapy, the prosthesis may
allow for optimal re-inflation, i.e., maintain the shape and
volume of the breast prior to deflation.

In other embodiments, when the prosthesis is deflated,
base 502 and balloon 504 may contour to the anterior chest
wall, thus avoiding elevated and irregular edges. The profile
of balloon 504 in the deflated state may not interfere with
radiation delivery. Additionally, in the deflated state, the
prosthesis does not sink or settle into the chest well 604, and
thus, reduces or substantially eliminates the risk of creating
a concavity in the chest wall 604.

When the prosthesis is inflated or reinflated (e.g., step 104
of FIGS. 1 and 2, step 304 of FIGS. 3 and 4, step 114 of FIG.
1, or step 310 of FIG. 3), balloon 504 may be injected with
a fluid such as, but not limited to, saline, water, distilled
water and the like. Alternatively, any biocompatible material
may be used to inflate balloon 504. As a non limiting
example, biocompatible materials such as hydrogel, colla-
gen, fibrin, elastin, or the like may be injected into balloon
504. In other embodiments, balloon 504 may be injected
with air. Alternatively, balloon 504 may be filled with a
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liquid, gaseous, or other suitable radioactive materials used
for treatment of the breast cavity. The insertion of the
radioactive material may accelerate breast irradiation.

In one embodiment when the prosthesis is inflated, the
shape of balloon 504 and the base structure 502 may attain
a more natural, ptotic shape breast skin envelope. The
preservation of the breast skin is this configuration allows
for a more aesthetically pleasing outcome when a definitive
breast reconstruction is performed.

Additionally, as balloon 504 inflates, base structure 502
flattens to absorb the pressure due to the inflation process.
The absorption of the pressure may help maintain a sub-
stantially flat chest wall, which may provide a more natural
looking breast during reconstruction. The base structure 502
has built-in resistance to equalize posterior force of expan-
sion on breast tissue to avoid deformation of the chest wall.
For example, the negative resistance provided by base
structure 502 against the pressure of the inflated balloon may
avoid a concave deformity of the chest wall and ribs, as
shown in FIG. 6C. A depression 606 into the chest wall may
result during expansion when using currently-available tis-
sue expanders. The avoidance of the concavity can decrease
the need to supply additional soft-tissues to fill the concav-
ity, leaving adequate tissue to reconstruct the breast as well
as a contralateral breast if required. Alternatively, the avoid-
ance of the concavity may leave a substantial amount of
tissue to reconstruct the breast to be symmetric to a con-
tralateral breast.

Types of Prosthesis

Each patient undergoing a mastectomy may present dif-
ferent physical characteristics, and as such, the prosthesis
selected may need to be customized. For example, circum-
stances including, without limitation, the size of the breast,
the shape of the breast, the size of the patient, and/or the
advancement of the cancer cells in the breast, may need to
be considered prior to a mastectomy. As such, according to
one embodiment, a prosthesis used in the delayed-immedi-
ate, delayed-delayed, or preventive mastectomy methods
may be customizable for each patient.

In one embodiment, the prosthesis may be side specific
prosthesis (i.e., right-breast prosthesis and left-breast pros-
thesis). In other embodiments, the prosthesis may come in
various sizes to accommodate different breast volume. Prior
to the step of performing a mastectomy, a proper prosthesis
may be determined, including, for example, determining a
side-specific prosthesis and/or measuring the width of a
chest wall for determining the appropriate size of the pros-
thesis.

In other embodiments, prosthesis 500A or 500B may
include various anterior projection profiles (the projection of
the breast from the chest wall), depending on the recon-
structive needs and the desires of a patient. In one embodi-
ment, the chest wall may be measured and a size and shape
of a prosthesis may be selected based on the size. The size
and shape may vary depending on the desired aesthetic
outcome or matching of a contralateral breast.

In addition to the above, for patients who are at risk for
post-mastectomy treatment or for patients who are required
to undergo post-mastectomy treatment, a prosthesis, appro-
priate for the type of treatment, may be chosen. In one
embodiment, for patients who are at a low-risk of requiring
post-mastectomy treatment or for those whose treatment
includes external beam irradiation, an external beam irra-
diation prosthesis may be used. Alternatively, for patients
who may need an internal beam irradiation or an internal and
external beam irradiation combination, a brachytherapy
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prosthesis may be used. Details of the external and internal
beam irradiation prostheses are presented below.
External Beam Irradiation Prosthesis

Referring to FIG. 7, an anterior view of a vertical cross
section of external beam irradiation prosthesis 700 is shown.
Prosthesis 700 may be similar to prosthesis 500A shown in
FIG. 5A. Prosthesis 700 includes base structure 702 and a
balloon coupled to base structure 702 (for the sake of
brevity, the balloon is not shown). The base structure 702
may comprise a framework that allows for separate angu-
lations for each section to contour to the chest wall, as shown
in FIG. 7. Prosthesis may also include a breast and breast
and axillary drainage tube 706, including an axillary exten-
sion 707, coupled to axillary drainage port 708 (shown in
FIG. 5A) for draining bodily fluids, instillation/evacuation
tube 710 coupled to instillation/evacuation port 712 (shown
in FIG. 5B) for inflating and deflating a balloon coupled to
base structure 702. Prosthesis 700 may also include suture
secure tabs 714 for attaching prosthesis 700 onto a chest
wall, reducing or substantially eliminating post-mastectomy
displacement of the prosthesis.

In one embodiment, breast and axillary drainage tube 706
may be integrated into the perimeter of prosthesis 700, as
seen in FIG. 7, FIGS. 8A and 8B, and FIG. 9. FIG. 8A shows
a side view of inflated prosthesis 700 that include breast and
axillary drainage tube 706 at the perimeter. The flexible base
structure 702 may move down based on pressure from
inflation of the balloon 704. FIG. 8B illustrates a cross-
section of breast and axillary drainage tube 706, which may
include a fenestrated peripheral drain (e.g., fenestrated
peripheral drainage system 709) with central open core for
passage of devices, such as an unclogger, i.e., breast and
axillary drainage tube 706 may include openings which may
draw fluid build-up in the breast cavity (a close-up view of
breast and axillary drainage tube 706 is shown in FIG. 9).
The fenestrated peripheral drain may also comprise a
double-perforated core with off-setting perforations. In one
embodiment, breast and axillary drainage tube 706 may be
seated into base structure 702 where the base structure may
be made of a flexible, plastic material. It is noted that base
structure 702 may be made of other suitable materials
known in the art. The drainage tube 706 may drain through
a collar at a support strut as shown. FIG. 8C shows another
view of the installation/evacuation tube 710 connected to a
port.

One distal end of breast and axillary drainage port 706
may extend to an axillary part of the body, i.e., below the
underarm. Here, breast and axillary drainage tube 706 may
be coupled with axillary drainage port 708, which may be
placed underneath the skin (as shown in FIG. 7 and FIG. 9).
In one embodiment, port 708 may be a metal port. Alterna-
tively, port 708 may include a biocompatible material. Due
to the placement of port 708 (e.g., on the lateral wall as
shown in FIG. 5A), port 708 may be outside of the field of
radiation, therefore, does not deflect radiation beams.

Breast and axillary drainage tube 706 and axillary drain-
age port 708, (collectively, the drainage system) may allow
for readily accessible external drainage of fluid build up,
including, without limitation, seroma fluids in the breast
cavity. The drainage system avoids the need for an external
drain in contact with the prosthesis, which may decrease the
risk of infection. In addition, the evacuation of the accumu-
lated fluids avoids the need for an expensive, risky surgical
drainage to remove the fluids. The removal of the accumu-
lated fluids will be discussed in further detail with respect to
the needle-locking technique of the external beam prosthe-
sis.
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Similar to breast and axillary drainage tube 706, instilla-
tion/evacuation tube 710 may be integrated to base structure
702. Instillation/evacuation tube 710 may have one distal
end coupled to balloon 704 for inflation or deflation pur-
poses. In other embodiments, instillation/evacuation tube
710 may be independent of base structure 702. For example,
one distal end of instillation/evacuation tube 710 may be
provided through the center of base structure of 702 (as seen
in FIG. 7) and may protrude from the top of base structure
702 into balloon 704, as shown in FIG. 8A. This may allow
for the direct inflation of balloon 704 via instillation/evacu-
ation tube 710. Similarly, balloon 704 may be deflated via
instillation/evacuation tube 710. The other distal end of
instillation/evacuation tube 710 may coupled to instillation/
evacuation port 712. In one embodiment, port 712 may be a
metal port. Alternatively, port 712 may be made of a
biocompatible material. Due to the placement of port 712
(e.g., on the lateral chest wall as shown in FIG. 5A), port 712
may be outside of the field of radiation, therefore, does not
affect radiation treatments that may be administered.

When a patient undergoes a mastectomy, and during the
waiting period for pathology test results and/or the recovery
time from the mastectomy, prosthesis 700 may be inserted
into the breast cavity to preserve the breast skin envelope
and other landmarks of the breast. In one embodiment, using
instillation/evacuation tube 710 and instillation/evacuation
port 712 (collectively, the instillation/evacuation system), a
fluid may be injected through port 712 and may travel
through tube 710 to balloon 704, inflating the prosthesis.
Similarly, if a patient requires a post-mastectomy radiation
treatment, the instillation/evacuation system may be used to
draw the fluid from balloon 704, leaving a deflated prosthe-
sis. For example, referring to FIG. 17, a rapid fluid instil-
lation/evacuation device is shown. Using a needle-locking
technique (discussed below), a needle, coupled to a manual
valve, may be inserted into port 712. Port 712 may be
configured in different geometries such as a drum port and
the like, as would be recognized by one of ordinary skill in
the art. The valve may be switch to a first position, allowing
for a rapid instillation of a fluid, such as, but not limited to,
saline, water, other liquids, air, soluble gases, liquid radia-
tion material or other radioactive material through tube 710
into balloon 704. Similarly, if the prosthesis needs to be
deflated, the valve may be switched to a second position,
allowing for a rapid of the fluids from the balloon into a
collection bag.

It is noted that prosthesis 700 may also be inflated, for
example, by providing air or biocompatible material through
the instillation/evacuation system into balloon 704. The
injecting the fluids, air, and/or biocompatible material will
be discussed in further detailed with respect to the needle-
locking techniques of the external beam prosthesis.
Needle-Locking Techniques

In one embodiment, ports 708 and 712 may each be
respectively accessed via a needle-locking method, as
shown in FIGS. 10A and 10B. A needle, similar to needle
752A, 752B, or 752C (collectively needle 752) of FIG. 10B,
which may be specific to port 708 or 712, may be used to
remove and collect the fluid. For example, needle 752 may
be specific to drainage port 708, and may be coupled to a
suction bulb that provides a negative pressure that draws the
liquid through the openings of breast and axillary drainage
tube 706 through port 708 into a collection bag, as shown in
FIG. 14B. Suction bulb 1402 may be worn around the
abdomen via an abdomen strap and may lay substantially flat
against the abdomen. In accordance with various embodi-
ments, needle 752 is flush with the chest wall and can remain

10

15

20

25

30

35

40

45

50

55

60

65

18

in-situ for drainage during perioperative period. The needle
752 may be re-inserted as required and may be coated with
a soft rubber coating to avoid skin irritation. FIG. 14B
further shows a specific locking configuration for a saline
insertion/removal two way valve 1402 and a seroma fluid
removal valve 1404. Still further, FIG. 14B shows a side
view of ports 708 and 712 with suture fixation points 1406
and a skin view of ports 708 and 712 with plastic leaflets
760. A mechanism of needle attachments 1408 is further
shown, where a practitioner may penetrate the port 708, 712,
and then turn and/or pull the needle 752 to lock the needle
752 in place. In some embodiments, the needles 752 are
flush with the chest wall.

In other embodiments, needle 752 may be coupled to a
battery operated fluid evacuator 1500 which may apply an
appropriate negative pressure to draw out the fluids, as
shown in FIG. 15. Particularly, the battery operated fluid
evacuator may provide a vacuum pressure via a motor 1504
for pulling the fluids through drainage tube 706, through port
708, through a needle (similar to needle 752 of FIG. 10B),
and into a drainage collection bag 1502. As shown in FIG.
15, the fluid evacuator 1500 comprises a male-female con-
nection 1506 for a needle-locking system.

Alternatively, in other embodiments, needle 752 may be
coupled to a gravitational drainage bag that may be worn on
the legs of the patient, as shown in FIG. 14A. The gravita-
tional drainage bag may draw the fluid from inside the breast
cavity through drainage tube 706, port 708, and to a collec-
tion bag worn on a patient’s leg. The above embodiments
(shown in FIGS. 14A-14B and FIG. 15) allows for body
fluids to be removed in a more efficient manner, reducing or
eliminating infection normally caused from surgical imple-
mentations to remove the fluid. Additionally, the above
methods allow a patient to remove the accumulated fluids
more frequently, further reducing complications caused by
fluid-build up. In some embodiments, after the postoperative
period, the above methods may be used to drain the inad-
vertent collection of fluids in the breast or axillary regions.

In one embodiment, needle 752 may include an appro-
priate latch that may be used to connect to port 708 from
above the skin. As shown in FIG. 10A, port 708 may include
locking tabs 754, which allows only one latch configuration
of a needle 752 to connect to the port 708 and avoids
inadvertent removal of the needle 752 during draining,
inflating, and/or deflating steps, and during activities of daily
living. Additionally, the needle locking technique eliminates
any erroneous access to the prosthesis such as, but not
limited to, accidentally deflating the prosthesis when the
body fluids needs to be drained, etc. In a non-limiting
example, needle 752 may include latches, such as, but not
limited to, a male-female connection of different geometries
as seen in FIG. 10B. As such, port 708 may be customized
to include locking tabs 754 of different geometry to accom-
modate the needle 752. The different needle locks may allow
for distinguishing between the different ports located in the
similar area. For example, instillation/evacuation port 712,
which may be used to inflate and/or deflate the prosthesis,
may be located in the general vicinity of drainage port 708.
If the prosthesis may need to be deflated, a needle designed
for port 712 may be used to access port 712 to draw the fluid
from the balloon of the prosthesis. To ensure that port 712
is being accessed, as opposed to drainage port 708, the
needle must lock into port 712 prior to the removal of any
fluids. FIG. 10A shows the drainage port 708 positioned
under the skin 1004, comprising plastic leaflets 760, and
coupled to tubing 1002 that leads to the prosthesis. As shown
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in FIGS. 10A and 10B, the needle 752 may connect to a
collection system via tubing 1006 to a bulb or leg bag (not
shown).

In one embodiment, referring to FIG. 5A and FIG. 11B,
port 708 and 712 may be housed as a single structure 1150,
termed dual-port system, and may be positioned horizontally
on the lateral chest wall and may have a plurality of tubes
connecting to the prosthesis’ tube, such as drainage tube 706
and instillation/evacuation tube 710. In one embodiment,
tubes 706 and 710 may have a larger diameter than the
plurality of tubes from the port. This may allow for unob-
structed passages of devices from the ports into the pros-
thesis, like insertion of radiation rods or a cleaning device.

In one embodiment, having the ports housed as a single
structure, allows for the tubes 706, 710 connected to the
prosthesis to be easily maneuvered to the lateral chest wall
through a suction tunneling technique, as shown in FIG. 16.
In one embodiment, suction tunneler 1600 may be for
passage of the tubing of the prosthesis to the ports located on
the lateral chest wall, including, without limitation, drainage
tube 706 and instillation/evacuation tube 710 via, for
example, a screw tip 1604 used for penetrating through the
subcutaneous tissues. A suction pump 1606 coupled to a
suction attachment 1602 of suctioner 1600 may provide a
negative vacuum pressure, drawing the tubes from the
prosthesis to the chest lateral wall. An additional benefit of
having the dual port system is the customization of the tubes
connected to the port. Depending on the size of the chest
wall, the tubes (e.g., drainage tube 706 and instillation/
evacuation tube 710) may be trimmed to fit a patient.
Furthermore, passage of the tubes through narrow tunnels
can help eliminate healing problems in this region for
patients who require radiation therapy.

In other embodiments, the ports 708 and 712 may be
housed as a single structure situated horizontally on the
inferior and lateral aspect of the chest wall. The locations of
the ports, which may be made of metal or other biocompat-
ible material, may be outside a radiation field, and thus, may
not interfere with the post-mastectomy therapy. Alterna-
tively, ports 708 and 712 and the prosthesis may be a single,
integral unit.

Generally, if there is an accumulation of fluids in a
chamber of the ports, the overlaying skin can break down
and expose the port. As such, in one embodiment, referring
again to FIG. 10A, port 708 (and similarly, instillation/
evacuation port 712), may be centrally depressed or concave
from the skin level. This shape may allow the overlying skin
to heal after the removal of the needle. Further, to reduce
agitation to the skin, needle 752, may include a soft,
sponge-like material to protect the skin from irritation.
Additionally, ports 708 and 712 may also include four
leaflets 1202, as shown in FIG. 12, which are similar to the
leaflets 760 described above. The four mechanical (e.g.,
spring-loaded) leaflets may turn inward when a needle is
inserted through the skin, reducing or substantially elimi-
nating any fluid accumulation in the concavity of the port
when the needle is removed. This allows the skin to heal
adequately after removal of a needle. One of ordinary skill
in the art would recognize that other geometries aside from
the four leaflets may be suitable for reducing or eliminating
any fluid accumulation in the port.

The needle-locking components and techniques described
in the present disclosure are not limited to the application
described. The needle-locking components and techniques
may be used for other medical applications and/or with other
medical devices known in the art.
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Similarly, the components shown, for example, in FIGS.
9,13A,13B,14A, 14B, 15, 16, and 17 are not limited to the
techniques described in the present invention. One of ordi-
nary skill in the art would recognize their use in the medical
field in other applications as well as in combination with
other medical devices and techniques.

Brachytherapy Irradiation Prosthesis

As noted above, survival advantages with post-mastec-
tomy treatment occur when internal mammary nodes are
treated within the radiation fields. The present disclosure
provides for the treatment of these internal mammary nodes,
as well as the chest wall and axillary lymph nodal basins, by
providing a prosthesis adapted to receive a plurality of
brachycatheter rods. In one embodiment, the brachycatheter
rods may administer the radiation field to treat the breast
cavity internally. In other embodiments, the brachycatheter
rods may be used to treat the breast cavity internally while
an external beam may be used to treat the breast skin and
clavicular nodes. These treatments may be done while the
prosthesis is still inflated. Alternatively, these treatments
may be done with the prosthesis deflated.

In one embodiment, referring to FIG. 18, brachytherapy
irradiation prosthesis 1800 is shown. Brachytherapy irradia-
tion prosthesis 1800 may be similar to prosthesis 500A,
500B, and 700 of FIGS. 5A, 5B, and 7, respectively, and
may also include, for example, a plurality of brachytherapy
sleeves 1811 built into the base structure. The sleeves 1811,
coupled to brachytherapyport 1810 (both shown in FIG. 5B),
may provide tracks for receiving a radioactive source (e.g.,
radiation rods liquid radiation source, gaseous radiation
source, wire placement with an radioisotope attached to the
wire, etc.). The sleeves 1811 may also position brachycath-
eter rods proportioned on the chest wall below the elevated
framework of the prosthesis 1800 and axillary region for
providing optimal treatment to patient. The framework
allows for separate angulations for each section to contour to
the chest wall. The framework may be stabilized by using
axillary suture tacking 1850 at sidebar connectors 1852.

In some respect, the brachytherapy port 1810 may be
integrated into the prosthesis as an integral unit. The brachy-
therapy port 1810 may be integrated underneath, to the side,
or spaced apart from the prosthesis.

In one embodiment, the brachycatheter rods may be
customized to a certain length and diameter to fit a prosthesis
appropriate for the patient, i.e., the rods may need to be
customized based on the breast size of the patient, the chest
wall size of the patient, the side of the breast needing
treatment, etc. Additionally, the brachycatheter rods may
have different radiation emission widths depending on the
location of the rod in the prosthesis, e.g., the axillary region
or the chest wall, and thus can extend treatment to different
areas in the chest cavity.

Brachytherapy irradiation prosthesis 1800 may also
include a drainage system (breast and axillary drainage tube
706 and drainage port 708) for removing bodily fluid
collected in the breast cavity and axillary region. Addition-
ally, prosthesis 1800 may include an instillation/evacuation
system (instillation/evacuation tube 710 and instillation/
evacuation port 712) for inflating and deflating a balloon
(not shown) coupled to base structure 1802. In order to
secure prosthesis 1800 onto the chest wall of a patient, a
plurality of suture tabs 714 coupled to base structure 1802
may be provided. The suture tabs 714 may be oriented in
various positions about the prosthesis. The prosthesis 1800
additionally may include intracatheter connectors 1854.

Referring again to FIG. 11A, the brachycatheter port may
be housed as a single structure with drainage port 708 and
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instillation/evacuation port 712 (collectively called the
three-port system). In one embodiment, a brachycatheter
radiation rod may be inserted into a prosthesis via a brachy-
therapy port and a needle-locking mechanism. For example,
depending on the location of the tracks and the brachycath-
eter rods needed at that location, the size and length of the
brachycatheter rods may vary. As such, the brachycatheter
port may be a multi-channel port to accommodate the
various brachycatheter rods. In one embodiment, a brachy-
catheter rod may be threaded through the brachycatheter
port by a needle-locking technique, where one type of
brachycatheter rods may fit into one channel of the multi-
channel brachycatheter port. For example, referring to FIG.
12, a port coupled to a connection tube 1204 is shown. The
port may be a brachycatheter port. Alternatively, the port
shown may be a drainage port (similar to port 708) or an
instillation/evacuation port (similar to port 712). The port of
FIG. 12 may include a locking system that allows only one
input to connect to that port. As such, if the port of FIG. 12
is a brachycatheter port, the locking system may allow only
brachycatheter rods to be inserted, thereby eliminating sur-
gical routines to insert the brachycatheter rods which can
cause a risk of infection, scarring, and considerable expenses
to the patient. The connection tube 1204 may connect to
tunneled tubing 1206 from the prosthesis to enable passage
of radiation rods and/or a drain unclogger.

Alternatively, in order to determine the location for the
different brachycatheter rods, particularly brachycatheter
rods of different lengths and/or different radiation emission
widths, each sleeve 1811 may be color coded and the similar
color may be reflected in port 1810. Referring to FIG. 11A,
using a needle-locking technique similar to the technique
described above, a needle may be inserted and locked into
port 1810, exposing the color scheme of the port. Depending
on the type of rod, a doctor may thread the rod through the
track into the prosthesis.

Embodiments Common to the External Beam Irradiation
Prosthesis and the Brachytherapy Irradiation Prosthesis

In one embodiment, the needle locking technique
described above may also include unclogger 1000 coupled
to port 708 and/or port 712 to prevent or remove debris from
remaining in the prosthesis and obstructing flow, as seen in
FIGS. 13A and 13B. Unclogger 1000 may include a syringe
1002 having a plunger end 1001 and an inflatable balloon tip
1004. Referring to FIG. 13A, balloon tip 1004 may be
deflated prior to inserting into a port, such as, but not limited
to a drainage port or an instillation/evacuation port. Refer-
ring to FIG. 13B, using a latch appropriate for the security
tabs of each port, the balloon 1004 may be inserted via a port
into a tube. FIG. 13B shows a needle inserted into a drainage
system port. Syringe 1002 may include some fluid and may
be used to inflate balloon tip 1004 by depressing the plunger
1001. Balloon tip 1004 may be routed through the tubes and
may clear any debris present in the tubes of the prosthesis.
For example, balloon tip 1004 may be used to clear matter
within the core of the drainage tube 706 of FIG. 7. Similarly,
balloon tip 1004 may be used clear debris (e.g., matter
build-up) from instillation/evacuation tube 710 of FIG. 7.
Radiation Brassiere

In one respect, a radiation brassiere, as shown in FIGS.
19-23, may be used in combination with the above prosthe-
sis or separately to deliver radiation to the, for example, the
skin of the breast, chest wall, and axilla, as well as regions
of the chest wall, and regional nodal basins (e.g., axillary,
internal mammary, infraclavicular, and supraclavicular
nodes). In some embodiments, the radiation brassiere may
be specifically designed to be used after patients having a
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total mastectomy or for patients undergoing partial mastec-
tomies. The radiation brassiere may also be used alone or in
combination with other treatment (e.g., external beam irra-
diation, chemotherapy, etc.) as determined by a radiation
oncologist. In one embodiment, the radiation may be deliv-
ered in a hospital based setting where patients may be able
to receive their radiation treatment as an outpatient. Alter-
natively, the radiation may be delivered in any other envi-
ronment as suited for the patient.

In one embodiment, radiation brassiere 1900, which may
be similar to a body suit, may extend from the neck to the
umbilicus, as shown in FIG. 19A. The brassiere 1900 may
be made of an elastic band material which conforms to the
body and prevents migration and movements during treat-
ment. One of ordinary skill in the art would recognize that
other suitable materials may be used instead of or in addition
to the elastic band material. The radiation treatment bras-
siere may be side specific (right or left breast) or may be
bilateral model for patients in need of radiation treatment
deliver to both breasts.

The brassiere may have a separator ring 1902 surrounding
a non-affected breast to push the breast away (laterally) from
the external region, typically used for patients needing
treatment on one breast. In some respect, brassiere 1900 may
be a single unit design, but may have several paneled
treatment zZones to customize treatment to specific regions of
the breast, chest wall, and nodal basins based on the patients
pathology and need for individualized treatment.

In some respects, the radiation brassiere may include
brachytherapy radiation sheaths that may be color-coded by
zones and may built into the radiation treatment panels with
openings strategically placed for easy access to allow for
insertion of radiation rods. For example, Velcro flap covers
1910 may be present at radiation rod insertion sites 1904 to
cover the slots of the inserted rods to avoid inadvertent
removal during activities of daily living. Each rod insertion
site 1904 may be labeled to match each specific rod length.
One of ordinary skill in the art would recognize that other
materials may be used to cover and secure the slots of the
inserted rods including, without limitation, pins, snaps,
fasteners, zippers, and the like. In some respect, each rod
insertion slot 1904 may be labeled to match each specific
length radiation rod. Further, the radiation panels in the
regions for treatment may be thicker than the remainder of
the brassiere, which may be a sheer elastic material available
in various colors (i.e., black, nude, or white).

In one embodiment, the radiation brassiere may include
multiple areas of treatment, as shown in FIG. 19B. For
example, the areas of treatment may include, without limi-
tation, a superior breast skin area, including underlying
pectoralis major muscle (Zone 1), an inferior breast skin area
(Zone 2), an axilla skin area, including underlying axillary
lymph nodes (Zone 3), an inferior chest wall skin (Zone 4),
an external skin area, including the internal mammary
lymph nodes (Zone 5), a superior chest wall skin area,
including infraclavicular lymph nodes (Zone 6), and the
supraclavicular lymph nodes area (Zone 7). Each radiation
treatment zone may be customized for each patient’s need
based on, for example, the treatment regimen and the depth
of penetration of the radiation emission. The zones depicted
here are exemplary and one of ordinary skill in the art would
recognize that other divisions may be suitable, i.e., a plu-
rality of zones may be combined, not used, or there may be
one zone for the entire chest area.

Referring to FIGS. 20A through 20D, cross-sectional
diagrams of radiation brassiere 2000 are shown. In one
respect, radiation brassiere 2000 shown in FIG. 20A may be
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used for the treatment of the breast skin, subcutaneous
tissues, and the chest wall areas (Zone 4). Similarly, radia-
tion brassiere 2000 of FIG. 20C may be used to treat the
breast skin, subcutaneous tissues, and the chest wall areas as
well as nodal basin areas (e.g., Zones 3, 5, 6, and 7). In FIG.
20B, radiation brassiere 2000 may be used to treat the breast
skin, subcutaneous tissues, and the pectorialis muscle (Zone
1). The radiation brassiere shown in FIG. 20D may be used
for the treatment of breast skin and subcutaneous tissues
areas (Zone 2).

Each of the radiation brassieres shown in FIGS. 20A
through 20D may include radiation treatment panels 2000
that include outer radiation shield 2002 to prevent exposure
to other anatomic regions of the patient (i.e., extremities)
and others who come in contact with the patient. In one
respect, the radiation shield layer 2002 may also shield the
radiation that is delivered via a brachytherapy prosthesis
model disclosed above. See FIG. 21.

The radiation treatment panels may also include radiation
rod sleeves (e.g.. sleeves 1811 in FIGS. 5B and 18) that may
be surrounded by radiation beam direction reflector plate
2004 to angle the beams only towards the patient. The
radiation rod sleeves may be positioned within buffer layer
2006 that may allow for a substantially even distribute the
radiation beams to the treatment regions.

The radiation treatment panels may also include an adhe-
sive layer used to adhere the radiation treatment panels to the
skin. In one respect, the adhesive layer may allow for an
even distribution of radiation at predetermined penetration
depths to the areas needed treatment. The adhesive layer
may also stabilize the radiation treatment panels to a patient
to prevent shifting or movement during a treatment as well
as prevent erroneous delivering of radiation to unaffected
areas.

The layers depicted in FIGS. 20A through 20D are
example layers. One of ordinary skill in the art would
recognize that layers 2002, 2004, 2006, and 2008 may be
configured in any order and may include other interposable
layers.

The brassiere sizing (dimensions) may coincide with an
underlying implanted prosthesis similar to the prosthesis
shown in, for example, FIGS. 5, 7, and 18. As mentioned
previously, the radiation rods can have various emission
widths and may be customized based on the treatment plan.
In one respect, an opening in the brassiere may be provided
allowing for access to subcutaneous port 2222 of the
implanted prosthesis (e.g., 2- or 3-port system) placed on the
lateral chest wall at the time of mastectomy, as shown in
FIG. 22. The implanted prosthesis placement may allow for
simultaneously treatment of the chest wall underlying the
balloon-like prosthesis and axillary and internal mammary
nodal basins (brachytherapy rods sheaths built into the base
structure of the prosthesis) and to treat the skin of the breast
and chest wall, chest wall, and internal mammary, clavicular,
and/or axillary nodal basins using the radiation brassiere.

The use of a prosthesis and a radiation brassiere such as
those disclosed in this disclosure may allow patients to
better maintain their activities of daily living and work
schedules. In one respect, approximately one week after
surgery when the surgical pathology is complete, a patient
may be fitted for a radiation brassiere (e.g., measurements of
the chest wall, determining if a single or bilateral brassiere,
radiation rod length, and the like). In one embodiment, a
patient may be measured using infrared scanner 2352 with
stick on indicators 2350 at various anatomic points, as
shown in FIG. 23. The scanner may take measurements that
may be directly download via port connection 2353 (e.g., a
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wired connection such as a USB connection or a wireless
connection) to computer 2356. The information may be
uploaded to the Internet, and more particularly to the bras-
siere manufacturer.

Alternatively, the measurements of a patient may be done
manually by a doctor and may be provided to the manufac-
turing device using for example, the phone, internet, order
forms and the like. Additionally, the measurements may take
place prior to surgery, during surgery, or post surgery. For
example, the scanning may be performed postoperatively
after a mastectomy and placement of a brachytherapy pros-
thesis 2360.

In some respect, the radiation rods, and in particular, the
radiation emission widths from the brachytherapy rods and
also for the brachytherapy rods for insertion via the subcu-
taneous port into the implanted prosthesis 2360 may also be
provided to the manufacturer at the same time the measure-
ments for the customizable radiation brassiere or at an early
or later time. The brassiere and rods for insertion into the
brassiere and/or the implanted prosthesis may subsequently
be sent to a medical institution providing the radiation
treatment. In one respect, the radiation rods may be sent
“hot” (activated with, for example, Iridium or other radio-
active material known in the art) or “cold” (non-activated)
with activation at the treating medical institution. In one
embodiment, the rods may be inserted into the brassiere by
the manufacturer and then sent to the treating medical
institution or radiation oncologist. Alternatively, the rods
may be sent separate from the brassiere for assembly and/or
activation at the treatment facility.

Breast Reconstruction Kit

In one embodiment, breast reconstruction system may be
package as a kit. The kit may include, without limitation: a
breast prosthesis with a built-in drainage system, a suction
tunneler for passing the plurality of tubes from the prosthesis
to the lateral chest wall to connect with a port, a device for
applying negative pressure to draw fluids from the breast
cavity through the built-in drainage system. For example,
the kit may include battery operated seroma fluid evacuator
with disposable fluid collection bags, a flat negative-suction
bulb attachment for abdominal wear, or a gravity leg bag
used to externally drain fluids from the breast cavity through
the built-in drainage system.

The kit may also include a syringe-loaded with balloon tip
unclogger to remove any debris within the drainage system
or any other tubes coupled to the breast prosthesis. The kit
may also include ordering information to obtain brachycath-
eter radiation rods to insert into sleeves of the prosthesis.
Alternatively, the kit may include at least one brachycatheter
radiation rods (shielded for transportation and storage).

The kit may also include a rapid filler 1700, similar to
FIG. 17 for inflating/deflating the prosthesis using a fluid.
The rapid filler 1700 may include a sterile saline instillation
bag 1702 and a sterile vacuum-sealed saline evacuation
bottle 1704. Additionally, a valve 1706 is used for rapid
saline filling of the prosthesis from the sterile saline instil-
lation bag 1702. The valve 1706 also allows for rapid
removal of saline from the prosthesis into the vacuum-sealed
bottle 1704 for sterile disposal. Alternatively, other devices
may be included and may be used to fill the prosthesis with
other materials, including, without limitation, biocompatible
materials, radioactive materials, air, soluble gases, and the
like. Additionally, a plurality of locking needles may be
provided in the kit. For example, a needle for accessing each
of the individual ports may be included.

Additionally, the kit may include schematic diagrams of
the prosthesis and detailed approaches, similar to FIGS. 1-4
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outlining how to use the breast prosthesis to preserve the 3-D
breast skin envelope and natural landmarks of the breast.
The detailed approach may include methods steps for
patients with stage-1 or stage-II breast cancer. The detailed
approach may include instructional steps for patients with
stage-IIl or stage-IV breast cancer. Alternatively, the
detailed approach may include instructions for patients who
undergo preventive mastectomies.

The following examples are included to demonstrate
specific embodiments of this disclosure. It should be appre-
ciated by those of ordinary skill in the art that the techniques
disclosed in the examples that follow represent techniques
discovered by the inventors to function well in the practice
of the invention, and thus can be considered to constitute
specific modes for its practice. However, those of ordinary
skill in the art should, in light of the present disclosure,
appreciate that many changes can be made in the specific
embodiments which are disclosed and still obtain a like or
similar result without departing from the spirit and scope of
the invention.

A possible clinical scenario in treating patients who need
postmastectomy radiation therapy may include placement of
a brachytherapy model prosthesis at the time of mastectomy
(shown in FIG. 23). This may allow radiation delivery to be
shortened considerably from the current six weeks of hos-
pital based treatments with external beam irradiation for
patients with breast cancer. For example, referring to FIG.
24, a patient may undergo a skin-preserving mastectomy. A
brachytherapy prosthesis may be inserted into the breast at
the time of the mastectomy (step 2400). A four week time
period may lapse where the patient may recover from the
mastectomy. At this time, the prosthesis may be inflated to
preserve the breast skin and other natural landmarks of the
breast. Upon healing from or as indicated by a treatment
plan, the patient may undergo radiation treatment, where
radiation rods may be inserted into the prosthesis, which
may or may not be deflated (step 2402). The radiation
treatment may last about five days and the removal of the
radiation rods may subsequently be removed (step 2406).
The patient may subsequently be scheduled for a definitive
breast reconstruction after a time period, usually about 6
weeks (step 2408). During the time between the treatment
and the reconstruction surgery, the prosthesis may be rein-
flated either gradual or filled all at once to a volume
substantially equal to or similar to the inflation volume prior
to the radiation treatment.

In another clinical scenario where a patient requires a may
or may not require post mastectomy radiation treatment, and
in particular an external beam irradiation, the present dis-
closure provides the following technique, as shown in FIG.
25. Steps 102, 106, and 108 are similar to those described in
FIGS. 1 and 2. If a patient does require radiation treatment,
in step 2509, a patient measured for a radiation brassiere
either manually or via the infrared scanning technique of the
present disclosure. In particular, step 2509 allows for cus-
tomization of the brassiere as well as provides for designing
of the radiation field appropriate for the patient (i.e., based
on the pathology report).

Upon receiving the brassiere and activating the radiation
rods configured for the treatment, the patient may undergo
radiation treatment that lasts about 5 days (step 2511). One
of ordinary skill in the art can recognize that the time period
disclosed here are examples. It is known that radiation
treatment may vary for each patient and therefore, the
method may be adjusted accordingly.

After the radiation treatment, the radiation bra is removed
and the patient may subsequently be scheduled for a defini-
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tive breast reconstruction after a time period, usually about
6 weeks (step 2513). The total process last about 3 months
as compared to the 2 years of current methods.

In some embodiments, the method shown in FIG. 25 may
also include a prosthesis, such as a brachytherapy prosthesis.
In optional step 104, the prosthesis may be inserted into the
patient and inflated to a volume sufficient for preserving the
breast skin envelope and other natural landmarks of the
breast. Upon determining if a patient requires radiation
treatment, and especially if a patient requires internal irra-
diation, in step 2509, the appropriate radiation field and
length for the prosthesis may also be measured and sent to
a manufacture.

Prior to the administration of the radiation therapy, the
prosthesis may be deflated and the rods may be inserted via
ports coupled to the prosthesis. After treatment (step 2511)
and during the time between the treatment and the recon-
struction surgery, the prosthesis may be reinflated either
gradual or filled all at once to a volume substantially equal
to or similar to the inflation volume prior to the radiation
treatment.

Other Applications for the Prosthesis

The above prosthetics have been discussed with respect to
patients with breast cancer who undergo mastectomy sur-
geries and have opted for reconstruction surgery. However,
the prosthetics may be adaptable to other patient who desire
breast reconstruction surgery. For example, patients with
partial or total breast defects (e.g., breast conservation
therapy or lumpectomy with either partial or total breast
radiation therapy) who may undergo treatment (e.g., intralu-
minal into lumpectomy defect) may benefit from the pros-
thetics of the present disclosure which may shape and
reconstruct tissue and skin in more natural manner.

Similarly, patients with no surgical defects may benefit
from the techniques and devices of the present disclosure.
For example, carcinoma in-situ patients (e.g., LCIS or
DCIS), who generally do not require surgery, may need
radiation treatment of the skin and some lymph nodes and in
some embodiments, may need other treatment techniques
such as chemotherapy. Using the radiation brassiere of the
present disclosure, the patient may receive the external
radiation treatment, which does not interfere with other
treatment regimens the patient may undergo.

With the benefit of the present disclosure, those having
ordinary skill in the art will comprehend that techniques
claimed here and described above may be modified and
applied to a number of additional, different applications,
achieving the same or a similar result. For example, any
information presented to a user can be presented in text
and/or graphic format. For example, one or more graphs,
charts, clip-art, videos, animations, hierarchy trees, etc. may
be used in addition to, or instead of the text and numerical
data shown in the figures and described here. The claims
attached here cover all modifications that fall within the
scope and spirit of this disclosure.

What is claimed is:

1. A prosthesis comprising:

a balloon configured to preserve a skin envelope;

an instillation/evacuation port coupled to the balloon for
inflating and deflating the balloon; and

a sleeve coupled to a treatment port to accept at least one
of a radioactive source or a chemotherapeutic source
for treatment of an internal cavity, wherein the sleeve
is fluidically isolated from the balloon.

2. The prosthesis of claim 1 further comprising a base

coupled to the balloon.
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3. The prosthesis of claim 2 wherein the base is configured
to collapse when the balloon is inflated.

4. The prosthesis of claim 1 further comprising secure
tabs for attaching the balloon onto a chest wall.

5. The prosthesis of claim 1 wherein the treatment port is
further configured to accept at least one of a biologic source,
an immunologic source, or a targeted treatment for treatment
of an internal cavity.

6. The prosthesis of claim 1 further comprising a port
structure further that houses the treatment port and the
installation/evacuation port.

7. The prosthesis of claim 6 wherein at least one of the
instillation/evacuation and treatment ports of the port struc-
ture comprises a locking system.

8. The prosthesis of claim 6 further comprising a port and
tubing coupled to the instillation/evacuation port to inflate or
deflate the prosthesis using a fluid.

9. A device for administering an external brachytherapy
treatment comprising:

a radioactive source configured to treat all or a specific

region of a breast, chest wall, or nodal basin; and

a separator ring configured to move an affected breast

away from the radioactive source.

10. The device of claim 9 wherein the separator ring is
coupled to a plurality of treatment panels configured to
receive the radioactive source.

11. A method comprising:

inserting a preserver into a breast;

inflating a balloon of the preserver to a volume for

preserving the breast skin envelope; and
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performing a treatment of an internal cavity by providing
a radioactive source or a chemotherapeutic source to a
sleeve by way of a treatment port of the preserver,
wherein the sleeve is fluidically isolated from the
balloon.

12. The method of claim 11 wherein the preserver com-
prises an instillation/evacuation port coupled to the balloon
for inflating and deflating the balloon.

13. The method of claim 11 further comprising perform-
ing a mastectomy on a breast and preserving a breast skin
envelope prior to inserting the preserver into the breast.

14. The method of claim 11 further comprising affixing
the preserver to a chest wall with one or more suture secure
tabs.

15. The method of claim 11 further comprising deflating
the preserver prior to performing the therapy treatment.

16. The method of claim 11 further comprising perform-
ing an external beam radiation treatment.

17. The method of claim 11 wherein providing a radio-
active source comprises inserting at least one radiation rod
via the radiation port coupled to the preserver.

18. The method of claim 11 further comprising perform-
ing a brachytherapy therapy by providing an externally
applied applicator to treat an affected region.

19. The method of claim 11 further comprising perform-
ing a treatment of the internal cavity by providing a biologic
source, an immunologic source, or a targeted treatment to
the treatment port.



